Introduction
In the learning and mastering of clinical examinations, there comes a point where trainees must transition from simulation exercises to live patients. 1 This need, particularly in cases of pelvic floor examinations, can be asynchronous to the need to provide optimal care to the patient. 1, 2 Allowing an inexperienced medical student to learn by practice is not necessarily in the best interest of the patient involved but will be essential to the ongoing training that will result in benefit to future patients. 1 Patients play an important role in medical education. The General Medical Council and university bodies have published guidelines outlining the importance of gaining informed consent. 3, 4 However, in our experience, there is nebulous practical advise on how these guidelines may be implemented in clinical practice. This, and the intimate nature of many of these examinations, results in medical students often not obtaining informed consent. [5] [6] [7] [8] Many students report that consent was not an important part of their clerkship, particularly in obstetrics and gynecology. 5 Other studies have shown that within the medical team, senior doctors also often fail to introduce the medical student during the consent procedure, and in fear of being rejected, medical students are not forthcoming either. 6, 7 As a result, most patients are unaware that a medical student may be performing a procedure on them. This is a particular shame given the fact that active patient involvement in this process has actually proven to be beneficial to patients and most would be willing to allow medical students to participate, regardless of the student's inexperience. 9, 10 Given this, it is important for clinicians and medical students to recognize and overcome the common difficulties to gaining consent. Integration of robust models for gaining consent into medical education would facilitate this. 
Challenges in obtaining consent
There are several recognized challenges in gaining consent for pelvic floor examinations. It is important for clinicians and students alike to be aware of these challenges in order to address them while requesting consent. These challenges can be broadly divided into 1) patient, 2) student, and 3) staff factors ( Figure 1 ).
Previous literature identified modifiable and unmodifiable factors, of which "male gender" and "previous negative experiences" were the most common unmodifiable factors. However, "staff " and "patient factors" such as unawareness of the student's role and concerns regarding privacy and confidentiality may be nullified with an effective framework for obtaining consent.
A model to gain informed consent
We propose a systematic "5-Rs model" that can be used in the clinical setting in conjunction with measures taken prior to the consultation to educate and inform patients. Taken together, we believe that these measures would bridge the gap between students' learning needs and patients' satisfaction and its induction would prove beneficial to patients, medical students, and medical professionals.
Prior to the consultation
At some teaching hospitals, appointment letters could state that medical students may be involved in patient care.
14 Subsequently, if they would prefer not to have medical student involvement, patients can raise this on their arrival to the appointment. Such a system would allow the patient to be prepared and empower them to give or refuse consent confidently. Additional leaflets that outline the role of students within the consultation and highlight the mutualistic benefits of their presence could further improve the rate of consent. It should however be noted that distribution of this information alone only surmounts to implied consent. 16 Further steps should be taken immediately before the pelvic examination in order to ensure informed consent is gained.
The 5-Rs model for obtaining consent
We outline a simple and systematic model, the deployment of which, prior to the examination, could negate the common obstacles to gaining consent (Figure 2 ). In the early stages of training, the model should be led by the teacher with input from the student where appropriate. However, the relative roles of the student and teacher in carrying out the 5-Rs model should be adjusted according the confidence and competency of the student.
First, the "role" of the student should be made clear to the patient: their need for education and status within the medical team. The "reason" for the involvement of the student in the examination should be explained, for example, "in order to aid in the student's learning on how to perform examinations and to help in their future careers". In identifying the role and reason, the patient factors borne in concerns of privacy and confidentiality can be allayed. The "routine" of the examination, in the form of a step-by-step outline, should be explained to the patient. This can be later reinforced by the student for their learning purposes.
A recurring challenge in gaining consent remains patient anxiety regarding discomfort or pain. Therefore,
Patient factors Previous negative experiences 11
Fear of pain during examination 12 Concerns about privacy during examination 12 Concerns about confidentiality of medical information 13 
Medical student factors
Male gender 11, 12, [14] [15] [16] [17] 
Staff factors
A negative introduction by doctors to the patient 14, 18 Lack of awareness of the need for medical students to practice examinations 18 Lack of time to facilitate examinations in clinic Reassure: That the medical professional will be there to oversee and intervene when appropriate
Record: Document in the patient notes that consent was gained and a medical student was involved in the examination 
9
Pelvic floor examination performed by medical students an important step is to "reassure" the patient, easing any concerns they may have and building on the rapport between patient and clinician. To further relieve any concerns or anxiety, it should be highlighted that the tutor will be present to oversee the examination, ensuring that it is safe and intervene if necessary. Additionally, the patient should be informed that they can ask to stop at any point and their decision will not affect the level of care that they receive. Once the patient has expressed consent to the examination, it would be appropriate to "record" in the patient notes that consent was gained and a medical student was involved in the examination. Adherence to the model can be achieved by integrating it into student teaching and providing posters outlining the protocol to be visible to staff. Although the 5-Rs model is intended for student-led pelvic floor examinations, it can be applied in gaining consent for other student-led intimate examinations such as breast, rectal, and male genital examinations.
Conclusion
Despite its foundational role in promoting patient autonomy and dignity, informed consent, particularly in student-led pelvic floor examinations, is not always obtained. While clinician teachers must ensure that medical students gain the required practical experience, their shared responsibility to the patient demands that improvements are made to current practices. Although some of the barriers that students face when obtaining consent may not be modifiable, novel strategies are required to mitigate those that are. We outline a 5-Rs model that may, in theory, be a feasible solution in overcoming some of these barriers. It directly addresses many of the factors that are highlighted in previous literature such as unawareness of medical student's role, previous negative experience and concerns about privacy, among others. Further studies are required, in the form of patient questionnaires, student and staff focus groups, and pilot studies, to validate such a model and observe its impact in practice.
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